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The escalating costs of providing healthcare to the Department of Defense (DoD) beneficiaries will continue to receive 
scrutiny as government leaders seek opportunities to control rising expenditures and escalating deficits. Of the more 
than 9 million DoD beneficiaries, over 6 million utilize the pharmacy benefit in a given year. The annual DoD cost of 
this benefit is projected to reach $8 Billion for FY 2011. As Navy leadership strives to manage the pharmacy benefit, 
analytics can play a key role to improve resource allocations, reduce enterprise costs and increase employee productiv- 
ity - three recognized strategic decision-making objectives in organizations. 1 


An Evolving Pharmacy Benefit 

To fully understand the current DoD pharmacy benefit, 
one must realize the many changes and adjustments 
that have occurred to the benefit over the last 10 to 15 
years. A little over a decade ago, several enhancements 
were provided to the DoD pharmacy benefit both di- 
rectly and indirectly. TRICARE for Life indirectly im- 
pacted pharmacy expenditures by providing Medicare 
eligible beneficiaries near parity to TRICARE Prime 
enrollees for pharmacy service access outside of the 
Military Treatment Facility (MTF). Just a few years 
previous, the outpatient pharmacy benefit was expand- 
ed, resulting in three options for beneficiaries: 

• MTF outpatient pharmacies 

• TRICARE retail network pharmacies 

• TRICARE pharmacy home delivery 

The expansion in points of service was a reasonable 
response to 1) the aging beneficiary population, and 
2) the downsizing of the number of bases and military 
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hospitals and clinics resulting from BRAC activities in 
the 1990’s. With the removal of the availability of MTF 
outpatient pharmacy services in some BRAC’d areas, 
there was concern that some beneficiary populations 
would become disenfranchised if pharmacy service op- 
tions were not expanded. At the time, no one projected 
the impact benefit changes would have on annual phar- 
macy costs. 

The past decade has seen shifts in beneficiary behavior 
that were not anticipated. Examining the three pharma- 
cy points of service, the retail network, which has the 
highest cost per 30 day equivalent to the government, 
has seen an explosion in utilization, further exacerbat- 
ing costs. This increase in utilization and cost comes 
despite a cost share (i.e., co-payment) to the benefi- 
ciary. The MTFs of all three Services have lost both 
volume and market share for the prescriptions filled 
by beneficiaries. The decade-long trend of decreasing 
volume at the MTF appears to be stabilizing, but the 
total number of prescriptions filled through all points 
of service has increased steadily over the past decade. 

DoD Pharmacoeconomic Center (PEC) 

Flealthcare and management analysts at the DoD Phar- 
macoeconomic Center (PEC) serve an important role in 
tracking pharmacy expenditures and utilization through 
the three points of pharmacy service of the MTF, the 
TRICARE retail network, and home delivery. The DoD 
PEC is organized under the TRICARE Pharmaceutical 

1 MIT Sloan Management Review and IBM’s Institute Values 
Second Annual New Intelligent Enterprise Survey 12011) 
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Operations Directorate (POD) and is located at Fort Sam 
Houston, Texas. The mission of the PEC is to improve 
the clinical, economic and humanistic outcomes of drug 
therapy in support of the readiness and managed care 
missions of the Military Health System (MHS). 

The PEC performs a variety of functions to improve the 
effectiveness and efficiency of the TRICARE pharmacy 
program. A review of the following, though not com- 
prehensive, is helpful in gaining an appreciation of the 
scope of what constitutes the TRICARE pharmacy pro- 
gram: 

• Pharmacoeconomic Analysis - The PEC monitors 
drug usage and cost trends and performs pharmaco- 
economic analyses to support DoD formulary man- 
agement, national pharmaceutical contracts, and clini- 
cal practice guidelines. 

• DoD Pharmacy & Therapeutics (P&T) Committee 
Support - The PEC provides extensive administrative 
and technical support for the DoD P&T Committee, 
which manages the DoD Basic Core Formulary (BCF) 
and the Mail Order Pharmacy Formulary. 

• The Pharmacy Operations Center (POC) - The POC 

supports users of the Pharmacy Data Transaction Ser- 
vice, a centralized prescription data repository that pro- 
vides a single, comprehensive patient drug profile for 
DoD beneficiaries across the Military Health System. 

• Information Systems - The PEC helps in the devel- 
opment and management of information systems that 
support the provision of drug therapy and evaluation 
of the pharmacy benefit. 

• Pharmaceutical Contracts - The PEC works with 
the Defense Logistics Agency (DLA) Troop Support 
& the VA Pharmacy Benefits Management Strategic 
Health Group and National Acquisition Center to es- 
tablish national pharmaceutical contracts. 

• Clinical Practice Guidelines - The PEC works with 
the VA/DoD Clinical Practice Guideline Workgroup 
to formulate the drug therapy components of clinical 
practice guidelines and associated metrics. 

Greater familiarity with the services, tools and other 
resources the PEC affords are described at http://pec. 
ha.osd.mil/. 


Challenges for the Future 

Due to the recent budget and debt limit issues, steadily 
rising healthcare costs have received attention by the 
Secretary of Defense, and there is an additional em- 
phasis on the need for cost control. As a result, recent 
changes to the pharmacy benefit structure include co- 
payment changes that encourage the use of less costly 
points of service (e.g., home delivery), while keeping 
out-of-pocket expenses low for beneficiaries. These 
changes to the pharmacy benefit structure were made 
effective October 1, 2011 and are summarized at http:// 
www.tricare.mil/mvbenefit/home/Prescriptions/Costs . 
While co-payment changes are a start to reducing the 
rapid growth of military healthcare costs, the DoD Phar- 
macy community expects that additional changes are on 
the horizon. 

Just as DoD did not forecast the rapid growth in use of 
the retail network, inevitable adjustments in co-payment 
and benefit structure will have an impact on how ben- 
eficiaries utilize the MTF at a time that the active duty 
force is being downsized as our involvement in expedi- 
tionary military operations subsides. The organization 
must fully understand the available information in an 
interdisciplinary manner, ensure access to relevant data, 
identify and then establish or revise policies, processes 
and/or tools which are most promising for improved 
performance or benefit. 

Integration of data is never an easy task, and as organi- 
zations take on bigger, bolder goals, the complexity can 
be overwhelming. In order to effectively use analytics 
in the delivery and evaluation of the pharmacy benefit, 
DoD must address the key challenges that it faces: 

1) A legacy infrastructure with complex applications 
that inhibit data collection and analysis 

2) A lack of software/tools to turn data into actionable 
insights 

3) Difficulty in extracting and/or using information 
from unstructured sources 

4) A lack of software/tools that allow end users to per- 
form analysis and/or consume the information con- 
tent of analyses. 
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These challenges are not unique to the MHS, TMA, and 
Navy Medicine and are commonly experienced by any 
large organization attempting to leverage analytics as a 
tool for strategic decision-making . 1 

Analytics, as a term used in Navy Medicine, can em- 
phasize the collaborative nature of the functional and 
analyst communities. There are many opportunities for 
its application in our clinical and business operations. 
Navigating changes to the pharmacy benefit structure, 
measuring expectations and actual changes in beneficia- 
ry behavior, optimizing the mix of pharmacy services, 
and identifying best practices with respect to clinical 
outcomes at our MTFs are just some of the areas of in- 
terest. 

CAPT Norton is the Pharmacy Consultant to the Navy Sur- 
geon General and the Pharmacy Specialty Leader in Navy 
Medicine. Mr. Coflin is a consultant to BUMED. 

SKILLS AND METHODS 

- KEY RESEARCH METHODS USED TO INFORM DECI- 
SIONS RELATED TO PHARMACEUTICAL CARE AND COSTS 

As health care expenditures rise and decision makers 
are tasked to allocate health services and products using 
finite resources, it is often necessary to identify the most 
efficient therapy at a lower cost without sacrificing either 
health care quality or access. In pharmaceutical care, 
three areas of research are often combined to determine 
which drug is optimal for both the best outcome and the 
lowest cost: clinical research, outcomes research, and 
pharmacoeconomics. This section provides a descrip- 
tion of some of the more common research methods 
used in this domain of health care decision-making. 

Pharmaceutical care comprises an ever-growing propor- 
tion of health care spending. Formulary lists are often 
used to distinguish which drug therapies are most ef- 
ficient for the lowest price. Analysts often use a com- 
bination of results from clinical research, outcomes re- 
search, and pharmacoeconomic evaluations to inform 
decisions about which drugs go on these formulary lists 
and whether specific drugs are fully-, partially-, or not 
covered by a health insurer such as TRICARE. These 
types of decisions involve balancing clinical, human- 
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istic, and economic outcomes. Ideally, evidence from 
multiple methodological approaches should be consid- 
ered. 

Clinical Research 

Clinical research studies the mechanisms of disease 
through biological mechanisms in the pharmaceutical 
setting (e.g., drug versus placebo testing in a random- 
ized clinical trial). Endpoints studied in traditional clini- 
cal research include biological markers, such as blood 
pressure, cholesterol level and glucose level. 

Randomized clinical trials (RCT) are used to establish 
the “efficacy” of a treatment option (i.e., how well a 
drug works under the best possible conditions). In RCTs, 
study subjects are both randomized to the study treat- 
ment or a placebo treatment, and study subjects do not 
know which treatment they receive. RCTs are consid- 
ered the “gold standard” of study design because they 
provide the most compelling evidence that the study 
treatment causes the expected effect on human health. 
RCTs offer decision makers evidence on the biological 
mechanisms or hypothesis underlying a drug therapy 
and are the critical foundation of all payment and cov- 
erage decisions. However, evidence from RCTs is lim- 
ited to a small group or subpopulation in ideal treatment 
environments, and decision makers also require other 
types of research and data to evaluate a drug’s effective- 
ness in a larger population under usual practice. 

Observational studies are used to establish the “effec- 
tiveness” of a treatment option (i.e., how well a drug 
works in real-world practice). Study subjects in obser- 
vational studies are not actively assigned to treatment 
versus control study group before treatment begins. In- 
stead, researchers observe the associations between the 
treatment and health status/disease, making inferences 
about the cause and effect of a therapy. Because obser- 
vation studies are easier to conduct in larger populations 
and patients can be followed over a longer period of 
time, results from these types of studies are useful to de- 
cision makers because they reflect a more diverse group 
of patients, management practices, and outcomes. 
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Outcomes Research 

Outcomes research is the scientific study of the effects 
of medical care on individuals and society. Outcomes 
research has a patient and policy-relevant focus that 
generally involves the effect of therapeutic treatments 
on endpoints such as survival, quality of life, satisfac- 
tion with care and cost. This patient-oriented research 
method is a useful complement to clinical research and 
results in insight into the patient’s perspective. 

Evaluation models are mathematical models that ac- 
count for events over time and populations. Inputs and 
assumptions used in these models are based on primary 
or secondary data sources, such as clinical trials, ob- 
servational studies, insurance claim databases, case reg- 
istries, public health statistics, and preference surveys. 
The purpose of modeling is to structure evidence on 
clinical and economic outcomes in a form that can help 
to inform decisions about clinical practices and health- 
care resource allocations. Evaluation models use results 
from other research studies and translate these results 
into endpoints and measures (e.g., cost, quality of life, 
etc.) that are valuable to patients, providers, and deci- 
sion makers. 

Comparative effectiveness research (CER) is an evolv- 
ing area of outcomes research that aims to provide 
evidence on the effectiveness, benefits, and harms of 
a treatment option. It informs health care decisions by 
providing a systematic review of all relevant and com- 
parable treatment interventions. New drugs are com- 
pared to placebos in RCTs, but direct comparisons to 
competing interventions are not done in RCTs because it 
is often impractical. CER studies allow indirect compar- 
isons between competing interventions to both evaluate 
the difference in treatment effects among competing in- 
terventions and to judiciously select the best choice(s) 
of treatment. CER studies use existing evidence from 
clinical research (i.e., a systematic review or meta-anal- 
ysis) and/or generate new information and knowledge 
on specific treatments using primary and/or secondary 
data sources. 

Pharmacoeconomics 

Pharmacoeconomics is a specific form of health eco- 
nomics that is restricted to pharmaceutical products. 


Pharmacoeconomics evaluates the impact of pharma- 
ceutical products and services on individuals and health 
systems and society, as well as provides a description 
and analysis of the costs. One of the primary goals of 
pharmacoeconomics is to determine which healthcare 
alternatives provide the best healthcare outcome per 
dollar spent. Results from pharmacoeconomic evalua- 
tions are used by decision makers to improve the al- 
location of resources for pharmaceutical products and 
services. 

Cost effectiveness analysis (CEA) is a commonly used 
evaluation technique in pharmacoeconomics that com- 
pares the cost of a drug therapy to its effectiveness 
as measured in expected health gains (e.g., “number 
of lives saved”, “years of life”). Decision makers and 
health planners use CEA as an essential evaluation tool 
when it is necessary to compare the health outcomes that 
various drug therapies can achieve with a given level of 
resources. Results from CEA evaluations are cost effec- 
tiveness ratios, expressed as a cost per health outcome, 
which allow various therapies that perform the same 
function to be compared. When resources are limited, 
CEA evaluations can be used to determine which drug 
therapy is more effective and less costly for a popula- 
tion’s greatest health needs. 

Budget impact analysis (BIA) is often done in conjunc- 
tion with CEA in a comprehensive economic assessment 
of new drug therapies and reimbursement policies. BIA 
is used to estimate the financial consequences of adopt- 
ing or expanding a new drug therapy within a specific 
healthcare setting or system context given inevitable re- 
source constraints. BIA predicts how a change in the mix 
of drugs and other therapies used to treat a particular 
health condition will impact current and future spend- 
ing on that condition. BIA should always complement 
CEA because CEA evaluates the economic efficiency of 
a drug therapy, whereas BIA evaluates the affordability 
and financial impacts of diffusion and uptake of a drug 
therapy. In fact, there are some circumstances where a 
BEA indicates a drug therapy is more economically ef- 
ficient, but the BIA indicates diffusion of the therapy 
is not affordable given the budgetary constraints of a 
health program. How decision makers and planners rec- 
oncile these differences depends on the goals and priori- 
ties of the health program. 
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DATA AND INFORMATION SYSTEMS 

Though other data systems within the MHS contain some 
pharmacy data, the primary source for this information 
is the Pharmacy Data Transaction Service (PDTS). The 
PDTS is a centralized data repository that provides a 
common medication profile for all DoD beneficiaries 
for all points of pharmacy service - the MTF outpatient 
pharmacies, the TRICARE network retail pharmacies, 
and the TRICARE pharmacy home delivery program. 2 
This article describes the drug utilization information 
found in the PDTS files in the MHS Data Repository 
(MDR) and the MHS Mart (M2). 

Pharmacy Data Transaction System (PDTS) 

PDTS was created to allow both providers and pharma- 
cists to conduct a prospective drug utilization review 
(DUR) on each new and refill prescription against the 
patient’s complete drug profile so that exposure to un- 
necessary safety risks is reduced. A centralized reposi- 
tory of medication profiles also allows DoD to monitor 
and track patient usage and provider prescribing pat- 
terns throughout the MHS. Every time a beneficiary fills 
a prescription at a pharmacy point of service, patient, 
drug, and provider data elements are electronically sub- 
mitted to PDTS, and each record in PDTS represents a 
filled outpatient prescription. PDTS contains pharmacy 
data from throughout the world when the prescription 
is filled at an MTF; however, if the prescription is filled 
outside of the MTF at a retail pharmacy, only pharmacy 
data for the U.S. is available. 

Drug Information in PDTS 

PDTS contains detailed information about the drug dis- 
pensed at each point of service. Information about the 
drug itself is indicated in the PDTS using three com- 
mon coding systems -the National Drug Code (NDC), 
generic class, and therapeutic class (Table 1). The most 
granular level of information about the drug is the NDC, 
which is a common code set used to identify the drug 
by vendor, dosage, and package size. Caution should 
be used when evaluating the NDC for prescriptions 
dispensed at MTF pharmacies because CHCS can only 
hold one NDC per drug and dosage. As a result, the ex- 
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act NDC may not be correct (i.e., the NDC used may in- 
dicate the wrong package size), but the drug and dosage 
information will be correct. In addition to NDC, PDTS 
contains information about the generic class, which is 
less detailed than the NDC but groups drugs that are 
of the same generic equivalent. There are indicators in 
PDTS noting whether a generic equivalent is available 
for the NDC (not always correct for drugs dispensed in 
MTF pharmacies), and for prescriptions not filled by the 
MTF, whether the drug was dispensed as written. Thera- 
peutic class, the broadest grouping, is also available in 
PDTS and indicates the therapeutic effect of the drug. 

PDTS files also contain quantity supplied, dosage in- 
formation, the product form, as well as the number of 
refills. In PDTS, there is both a quantity and days sup- 
ply data element. The quantity is the actual quantity dis- 
pensed, while the days supply indicates the number of 
days the drug is supposed to be used. For some drugs, 
the value under days supply will not make sense (i.e., 
take as needed). Because days supply is sometime un- 
reliable for prescriptions dispensed by the MTF (the 30 
day default is often used), it is best to use the quantity 
dispensed. The product form of the drug is also avail- 
able in PDTS and has values such as tablet, inhaler, elix- 
ir, etc. The dosage of the drug dispensed is also noted as 
product strength. Finally, information on refills can be 
found using the refill number information, where “00” is 
an initial fill, “01” is the first fill, etc. 

Pharmacy and Prescriber Information in PDTS 

In addition to distinguishing drugs dispensed by MTF 
pharmacies, retail pharmacies, and home delivery, PDTS 
identifies the dispensing pharmacy using the Pharmacy 
ID, which is the National Council for Prescription Drug 
Plans identifier (NCPDP ID). The pharmacy name and 
Pharmacy National Provider ID are also available. For 
drugs filled at MTF pharmacies, the treatment DMIS 
will be populated. It should be noted that some drugs 
dispensed by MTF pharmacies were actually dispensed 
by the VA for MHS/VA dually eligible beneficiaries. 
Currently, the only way to identify these VA prescrip- 
tions is to use the Pharmacy ID (a NCPDP reference 
table is available in the M2 data dictionary). 



: Data for some prescriptions filled by the VA for VA/MHS dual eligibles are available in PDTS as well, but these data are incomplete. 
Prescriptions filled by the VA are currently categorized as direct care and can only be distinguished using the pharmacy id. 
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Often, analysts wish to evaluate the prescribing patterns 
of individual or groups of providers. To accommodate 
this type of analysis, the Drug Enforcement Agency 
(DEA) number is available in PDTS. Historically, this 
data element contained the DEA number assigned to a 
provider authorized to prescribe drugs, but now, it more 
commonly contains the National Provider Identifier 
(NPI). For only drugs dispensed by MTF pharmacies, 
PDTS also contains information about the MTF and 
MEPRS cost center ordering the drug. For these MTF- 
dispensed drugs, a professional encounter record id is 
noted if the drug was ordered during a direct care en- 
counter, and this identifier allows linkage back to the 
encounter record. 

Financial Data in PDTS 

Total pharmacy costs are comprised of three components: 
ingredient costs, dispensing fees, and taxes. These three 
components are available in PDTS for each dispensed 
drug, but the composition of these components varies 
depending on whether the prescription was filled at the 
MTF or through purchased care (i.e., retail pharmacy or 
home delivery). Differences in how the components of 
total costs are derived should be considered when com- 
paring pharmacy costs across various points of service. 

In the PDTS, ingredient costs are noted as recorded 
on the pharmacy claim for a purchased care prescrip- 
tion. However, this reported amount does not include 
any pharmaceutical company rebates that are paid to the 
MHS after prescriptions are filled. For drugs dispensed 
by the MTF, ingredient costs are derived from the NDC, 
quantity dispensed, and ingredient pricing tables. Ide- 
ally, these pricing tables are based on prime vendor pric- 
ing, which is regionally derived, but they can sometimes 
be derived from local CHCS pricing tables, which can 
be problematic if these tables are not accurately main- 
tained. 


Like ingredient costs, dispensing fee amounts in PDTS 
are also as recorded on the pharmacy claim for pur- 
chased care prescriptions. These dispensing fees are 
negotiated under the TRICARE Pharmacy contracts, 
and this information is highly sensitive and proprietary. 
For MTF-dispensed drugs, the dispensing fee is de- 
rived from non-ingredient pharmacy costs reported in 
MEPRS. These non-ingredient costs are divided by the 
total number of prescriptions dispensed by the MTF to 
get a MTF-specific dispensing fee. MTF dispensing fees 
vary considerably between Services and MTFs. 

Full costs in PDTS are calculated by adding ingredient 
costs to dispensing fees and taxes (the tax amount re- 
corded on the record where applicable). For purchased 
care prescriptions, any amounts paid by TRICARE, the 
patient, or other health insurance/Medicare are also 
available. Although it may occasionally vary by drug 
type, MTFs are the least expensive venue for filling 
MHS prescriptions due to lower ingredient costs. TRI- 
CARE home delivery is next, while TRICARE retail is 
by far the most expensive. However, when comparing 
costs across points of service, full costs should always 
be adjusted by the total days supply, as the distribution 
of short-term and long-term prescriptions varies signifi- 
cantly by service venue. 

It should also be noted that the amount paid by the pa- 
tient (i.e., copays) for drugs dispensed by retail and 
home delivery venues has recently changed. These co- 
pay changes should be considered when conducting a 
trend analysis of pharmacy payment data (applies to 
purchased care only). A full description of these chang- 
es can be found at http://www.tricare.mil/mediacenter/ 
news.aspx?fid=736 . 



Table 1. Example of Drug Information Provided by Common Drug Coding and Classification Systems 


Product 

Name 

NDC 

Vendor 3 

Dosage 

Package 

Size 3 

Generic 

Class 

Therapeutic 

Class 

Amoxicillin 

6725314502 

DAVA 

875MG 

20 tabs 

Penicillin 

Antibiotic 

Amoxicillin 

6725314510 

DAVA 

875MG 

100 tabs 

Penicillin 

Antibiotic 

Amoxicillin 

6725314550 

DAVA 

875MG 

500 tabs 

Penicillin 

Antibiotic 


3 Information on vendor and package size are not available in the PDTS files found in M2 or the MDR but can be found using the NDC Directory 
published by the U.S. Food and Drug Administration. 
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NEW KNOWLEDGE 

- NOTED PUBLICATIONS 

The following article provides an overview of the uses 
of pharmacoeconomic/health economic (PE/HE) studies 
within the context of health care decision making and 
how findings from these studies can be better communi- 
cated to leaders and decision makers. 

Use of pharmacoeconomics information — report of 
the ISPOR task force on use of pharmacoeconomic/ 
health economic information in health-care decision 
making. 

Drummond, M., Brown R, Fendrick AM, Fullerton P, 
Neumann P, Taylor R, and Barbieri M. Value in Health. 
2003 Jun;6(4):407-416. 

Pharmacoeconomic/health economic (PE/HE) studies 
are generally conducted to help decision makers de- 
termine how to best allocate health care resources. In 
2001, the International Society for Pharmacoeconomics 
and Outcomes Research (ISPOR) commissioned a task 
force to evaluate decision maker attitudes toward PE/HE 
studies and to make recommendations for reporting that 
address the needs of health care decision makers. Both 
a literature review and comments from a focus group of 
decision makers revealed that a lack of transparency in 
reporting, extensive use of assumptions and extrapola- 
tions, as well as difficult to understand methods, often 
lead to a questioning of the study’s reliability. Decision 
makers also question the relevance of a PE/HE study 
when no budgetary impacts are explored or when stud- 
ies are undertaken in other locations that do not apply to 
the setting of those making the decision. 

Because of these concerns, the task force proposed sev- 
eral additional reporting requirements to improve the 
use of PE/HE studies for decision support. These report- 
ing recommendations include: 

• A description of relevant patient population(s) 

• Budgetary perspectives and budget impact 

• A cost-consequences analysis 

• Costs, consequences, and cost-effectiveness by pa- 
tient subgroup 
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• The practical implications of adopting the new therapy 

• A listing of key assumptions and data sources 

• Sensitivity analyses using the decision maker’s own 
data and assumptions 

Read more about this publication at http://www.ispor. 
org/workpaper/healthscience/DrummondViH.pdf . 

WHAT’S COMING UP? 

The EDIPN is the Electronic Data Interchange Person 
Number (EDIPN), also known as Person ID, DoD ID, or 
EDIPI. It is the unique patient identifier supplied by the 
Defense Manpower Data Center (DMDC). Recently, the 
sensitivity of EDIPN was evaluated and determined to 
be Personally Identifiable Information (PII). 

What is PII? 

PII is information which can be used to distinguish or 
trace an individual’s identity, such as his or her name, 
Social Security Number (SSN), date and place of birth, 
mother’s maiden name, and biometric records, as well 
as any other personal information which is linked or 
linkable to a specified individual. When PII is included 
with a person’s healthcare information, it is considered 
to also be Protected Health Information (PHI). 

What is PHI? 

PHI is individually identifiable health information 
that is transmitted or maintained by electronic or any 
other form or medium, except as otherwise contained 
in employment records held by TMA in its role as an 
employer. 

How should the EDIPN be handled? 

The determination of the EDIPN as PII (when included 
in with protected health information ) and as PHI led to 
the decision that the same standards of protection used 
for the SSN must also be used for the EDIPN from this 
point forward. In addition, it is not to be shared with 
outside agencies or organizations unless it is approved 
by Defense Human Resources Activity (DHRA) and 
on condition of the recipient agency’s agreement 
with certain operating rules. This decision was a joint 
decision made by the TMA Privacy and Civil Liberties 
Office and the TMA Business and Economics Analysis 
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Division. It applies to all use of EDIPN across all MHS 
data. 

What does this mean for data analysts and research- 
ers who use M2 and MDR data? 

The impact on M2 and MDR is currently being 
evaluated, and users will be notified by DHHS on how to 
accommodate this new policy. In the mean time, the same 
standards of protection used for the SSN must now be 
used for the EDIPN. Any data use of encrypted EDIPNs 
must include a verified TMA approved algorithm as 
the encryption method and must be covered under a 
TMA Limited Data Set (LDS) Data Sharing Agreement 
(DSA). Any use of full EDIPN must be covered under 
a TMA PHI DSA (see TMA Privacy Office website for 
further information on LDS and PHI DSAs at http:// 
www.tricare.mil/tma/privacv/DataSharingAgreements. 
aspx ). 

TIPS AND TRICKS: 

- COMBINED QUERY DIFFERENCES 

M2 offers three ways to combine queries into a single 
data cube available in an M2 report: unions, intersec- 
tions, and differences. The previous issue of this news- 
letter addressed unions, which allow the analyst to run 
multiple queries, even against different classes, in order 
to get a combined answer which “adds up” the results 
of the queries. This issue focuses on differences, which 
reduce the results of a primary query by what is found 
in the differenced query. A difference query is NOT sub- 
tracting the value of the measures in the second query 
from their value in the primary query — it is a complete 
removal of rows from the primary query’s results if du- 
plicate rows exist in the second query. 

Differences are very useful and are usually used to 
improve lists, such as lists of providers, patients, zip 
codes, etc. The primary query creates a list that includes 
more than the analyst wants, and the second differenc- 
ing query removes from the list those rows which are 
exactly the same as in the primary query. In contrast, 
an intersecting query keeps only those rows which are 
identical in both queries. Similar to unions, rows in the 
differences query must be identical to the primary que- 
ry, including the exact values of any measures, which is 


why most combined queries that use differences should 
avoid the inclusion of measures. 

Examples of common uses of the differences technique 
include: 

• Identifying enrollees not seen in the last year: {Person 
IDs of current enrollees} - {Person IDs of encounters 
of the last year}. 

• Identifying women needing mammograms: {Person 
IDs of current enrolled women of appropriate age} - 
{Person IDs of women having mammograms in the 
last year}. 

• Identifying diabetics needing monitoring of Hemoglo- 
bin A1C: {Person IDs of encounters of enrollees with 
diabetes diagnoses} - {Person IDs of those having lab 
test 83037 (Hemoglobin A1C)}. 

• Identifying new procedures codes that might be em- 
phasized for in-service training: {CPT codes in this 
year’s CPT/HCPCs table} - {CPT codes in last year’s 
CPT/HCPCs table}. 

Creating a differencing (or even an intersection) of que- 
ries in M2 is quite similar to the method for creating 
unions. 

• The first of the query panels is constructed normally 
and can have both dimension and measure objects in 
the results box, and any applicable conditions. Then 
the “combine queries” icon at the top of the query 
panel is clicked to open a new query panel. 

• By default, M2 assumes the user wishes to create a 
union of the two queries, showing a “U” on the new 
query tab created. By clicking on the “u”, it changes 
to an intersection “fl”. Another click on the symbol 
changes it to the differencing symbol, a minus sign 

ii 99 

• The second query can be built from a different class 
and have entirely different conditions, but the results 
objects must be in the exact same order as in the 
original query, even if the object names are not the 
same in the new class. (Note: M2 will treat each que- 
ry panel’s results objects as a single column in the 
data cube in the order that they appear in the multiple 
query panels, and use the object names from the first 
query panel.) 
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CREATING DIFFERENCES - EXAMPLE 


Illustration/Exercise: 

The following example uses a difference to com- 
bine queries from two classes (the PDTS and Di- 
rect Care Ancillary Lab Detail) to generate a list 
of MTF patients who have received cholesterol- 
lowering drugs in the last month (September 2011), 
but for which the MTF has not conducted a liver 
panel in the last year. Most internist groups rec- 
ommend a liver panel (CPT 80076) be conducted 
before initiating treatment for high cholesterol with 
a HMG-COA reductase inhibitor (like Zocor® or 
other “statins ” of therapeutic class 240608), and 
at least annually thereafter. 

1. Create the primary query (Query 1) from the 
PDTS (Pharmacy Data Transaction Service) 
Detail class, using only “Person ID” as a results 
object. Add conditions so that the “Treatment 
DMIS ID” is specified, “FY” equal to “2011”, 
”FM” equal to “12”, and the “Therapeutic Class 
Code” equal to “240608”. (Note: Adding other 
results objects such as age, beneficiary catego- 
ry, or number of scripts could cause the row to 
differ in some way from the next query, and a 
Person ID will not be removed even though a 
liver panel was conducted). 

2. Click the combine query icon, and a new query 
panel will be created with “u” preceding a new 
Query 2 tab. Two clicks on the “u” will change 
it to a combined query difference 

3. The new Query 2 panel will automatically start 
with the same results objects as Query 1, and 
from the very same class (PDTS). The results 
object(s) must be replaced with the objects 
from the desired class (Direct Care Fab Ancil- 
lary Detail) using the same order. 

4. In the Query 2 panel, add conditions to limit the 
results to “Procedure Code” equal to “80076”, 
“FY” equal to or greater than “2010” (the pre- 
vious fiscal year), and the “Treatment Parent 
DMIS ID” equal to the parent of the MTF spec- 
ified in Query 1 since liver panels may be sent 


to the parent MTF instead of the child MTF to 
be analyzed. 

5. Run the query. 

6. When the data cube is returned and displayed 
in the Report Manager view, it will have only 
a single table, with the results objects from the 
primary query (Query 1) as headings, but will 
include only those values (Person IDs) from 
Query 1 that were not removed from the table 
by the list generated from Query 2. 

Tip: The combined query will run much faster if 
the second “knock out” query list is short. Although 
having additional values (e.g., 5 million extra Per- 
son IDs) will not change the results when they do 
not match any values from the primary query, un- 
necessary results can cause the entire program to 
take much longer to execute or even cause it to 
abort rather than to return results. This problem can 
be reduced or avoided by including as many condi- 
tions as are relevant in the second query to reduce 
the list of values that will be returned. 

Caution: If using more than two queries in a com- 
bination, the order of the queries does not matter if 
all the queries are unioned “U”, or if all of them are 
intersected “fl”. However, if the analysis requires 
a combination of two or more of the three types 
of combinations — “U”, “fl”, and — the order of 

the queries is critical and the answer will change 
depending on the order. M2 works back to front. 
M2 starts with the last of the queries and applies 
it to the next-to-last query according to whichever 
of the three operators is on the last query. These 
results are then applied to the second-to-last query 
according to whichever of the operators is on the 
next-to-last query, and so on and so forth. For ex- 
ample, if the analyst wanted to ignore emergency 
room encounters when creating a list of enrollees 
not seen in the last year, the order must be {Person 
IDs of current enrollees} - {Person IDs in encoun- 
ters in last year} - {Person IDs of emergency room 
encounters in last year} . 
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KNOWLEDGE SOURCES 

Below are upcoming conferences and training courses 
for professional growth and development. 

Related to this issue’s theme - 

December 4-8, 2011: The American Society of Health- 
System Pharmacists (ASHP) Midyear Clinical Meeting 
- New Orleans, LA 

http://www.ashp.org/Midvear20 1 1 .aspx 

March 9-12, 2012: American Pharmacists Association 
(APhA) Annual Meeting - New Orleans, LA 
http://www.aphameeting.org/ 

June 2-6, 2012: International Society for 
Pharmacoeconomics and Outcomes Research (ISPOR) 
17th Annual International Meeting - Washington, DC 
http://www.ispor.org/Events/Index.aspx?eventId=38 

Training Courses 

November 14-18, 2011: WISDOM - Falls Church, VA 
http://www.tricare.mil/ocfo/bea/wisdom.cfm 

January 31-February 2, 2012: Advanced MEPRS 
Workshop (QUEST) - San Antonio, TX 
http://www.meprs.info/quest.cfm 

March 6-8, 2012: Advanced MEPRS Workshop 
(QUEST) - San Antonio, TX 
http://www.meprs.info/quest.cfm 

March 12-16, 2012: WISDOM - San Antonio, TX 
http://www.tricare.mil/ocfo/bea/wisdom.cfm 

April 24-26, 2012: TFMEP Training Course - 
Pensacola, FL 

http://www.med.navv.mil/sites/navmedmpte/courses/ 
Pages/TRICAREFinancialManagementExecutive 
Program. aspx 

June 12-14, 2012: TFMEP Training Course - Bethesda, 
MD 

http://www.med.navv.mil/sites/navmedmpte/courses/ 
Pages/TRICAREFinancialManagementExecutive 
Program. aspx 

Online Training Opportunities 

Department of Veterans Affairs Health Economic 
Resource Center (HERC) 

http://www.herc.research.va.gov/training/default.asp 

AcademyHealth Online Methods Seminars 

http://academvhealth.org/Training/ResourceDetail.cfm 

?ItemNumber=2556&navItemNumber=2569 


IN THE NEXT ISSUE... 


The next issue of Healthcare Analytics in Navy 
Medicine will focus on identifying and evaluat- 
ing the care and services provided to beneficiaries 
enrolled in Medical Home Ports (MHP). MHP 
is Navy Medicine’s adaptation of the civilian 
Patient-Centered Medical Home (PCMH) con- 
cept of care. PCMH transforms the delivery of 
primary care to an integrated and comprehensive 
suite of services. The next issue will highlight 
current policy and practice issues related to MHP 
and feature skills and tools available to analysts 
to address these issues. 
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